Introduction During the past decade, the United States and other governments have focused increased attention on protecting children from environmental health risks (Scapecchi 2003). Economic analysis of policies
responding to pertinent executive (Federal Register 1997) and legislative (7 2 Extension of empirical methods employed here to account for potential "zero inflation" in count data models with endogenous regressors would be a useful avenue for future research. 3 Four of the 2613 observations on children in school were excluded. These children were reported to have visited a physician for illness more than 36 times during the previous 12 months. This number of visits is more than 10 standard deviations above the mean, suggesting that the productivity of medical care and/or the entire health production function for these children may differ markedly from other children. family-specific constants complicates estimation and presented convergence problems, so a two-step estimator was employed.
First, the family-specific constants were estimated while holding slope coefficients constant at starting values provided by IV-T estimates without fixed effects. Second, family-specific constants were held constant, and slope coefficients were reestimated conditionally on the fixed effects. 6 School absences due to illness were reported by the primary caregiver during the survey, when any incentive to falsely attribute an absence to illness may have less force than when providing an excuse for an absence to school authorities. 7 An alternative approach to controlling for differences between parents in the propensity to allow children to miss school was conducted for the cross section of individual children using scales to measure the degree of parental involvement in the child's school and the provision of support and cognitive stimulation at home (the HOME scale) and an indicator of parental expectations of the child's ultimate schooling attainment (dummy variable = 1 if expected to complete college or more).
Information on construction of the two scales is reported in Hofferth et al. (1998). Under the hypothesis that these variables
influence (or proxy for other variables influencing) both medical care usage and school loss, estimates in Table 1 Table 1 , even though the depression scale itself is not significant. The most notable difference is that the coefficient of medical care for illness is statistically significant only in the column 5 regression. The coefficient of the scale was never significant at conventional levels in any regression. 9 In the fixed-effects estimation, effects are identified from variation between siblings. The extent of this variation can be represented by computing the standard deviation within sibling pairs and then averaging these standard deviations over the 506 sibling pairs. The average variation so computed is 1.9 (school loss), 1.3 (remedial care), 5.4 (preventive care),. 12 (asthma), .27 (other chronic), .05 (activity limit), .20 (both excellent and very good health), .14 (good health), 2.1 (age), and .34 (gender).
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The covariance matrix for the IV-T estimator depends partly on the covariance between instruments and the transformed residual (Mullahy 1997, p. 589). Including 506 family-specific constants in Table 2 Estimates of marginal products of medical inputs in Table 1 Table  2 are 
Child is female
Child race is white 
